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A case of staphylococcal endocarditis with the echocar•
diographic findings of mitral anular abscess is described. 
The anular mass resolved after 9 weeks of antibiotic 
therapy. This case illustrates that perivalvular abscess 
Mitral anular abscess is an uncommonly detected compli•
cation of infective endocarditis. In an autopsy study of pa•
tients with infective endocarditis, it was found in only 3 of 
48 cases of mitral valve endocarditis whereas aortic root 
abscess was found in 24 of 59 patients whose aortic valve 
was involved. Consequently, mitral valve anular abscess 
has been thought to be distinctly less common than aortic 
root abscess (1), although its true antemortem incidence is 
unknown. Only recently have the echocardiographic find•
ings of this entity been detailed (2,3); these are abnormal, 
large echo densities in the region of the mitral anulus rather 
than an echo-free cavity. 
The proper approach to treating mitral anular abscess is 
unclear because it has usually been reported after discovery 
at surgery or autopsy. Several reports (4-8) have advocated 
that the complication of a peri valvular or myocardial abscess 
is a possible indication for surgical intervention, but these 
recommendations generally refer to aortic root or septal 
abscesses. Further uncertainty in management arises be•
cause postoperative complications appear more frequently 
with perivalvular abscess (6,9). This report describes a case 
of mitral valve staphylococcal endocarditis in which both 
the clinical findings and echocardiographic features of mitral 
anular abscess responded to antibiotic therapy alone. 
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complicating infective endocarditis may respond to med•
ical therapy. 
(J Am Coll CardioI1986;7:953-5) 
Case Report 
Clinical presentation. A 25 year old previously healthy 
male intravenous drug abuser was admitted to the hospital 
with fever and confusion for 8 hours. On the day of ad•
mission, he became feverish, agitated, confused and dys•
pneic. On admission, his temperature was J05°F, the blood 
pressure was JOono mm Hg, pulse rate 120 beats/min and 
respirations 26/min. A splinter hemorrhage was noted on 
one digit. The neck was supple. Breath sounds were normal, 
and there was no heart murmur. The patient was agitated 
and disoriented. but there were no focal neurologic 
abnormalities. 
Admission laboratory data revealed a white blood cell 
count of 21.000/mm3 with predominant polymorphonuclear 
leukocytes. The electrocardiogram revealed sinus tachycar•
dia but was otherwise normal. Cerebrospinal tHud exami•
nation showed eight white blood cells (seven polymor•
phonuclear leukocytes and one lymphocyte) with normal 
protein and glucose and negative gram stain and culture. 
Four blood cultures were obtained, and intravenous van•
comycin therapy was begun. 
Course and echocardiographic findings. On the third 
hospital day, the patient's temperature was 104°F and a 
grade 3/6 holosystolic murmur was noted. All blood cultures 
grew Staphylococcus aureus sensitive to methicillin, and 
the antibiotic regimen was changed to nafcillin, 2 g every 
4 hours. An echocardiogram on the sixth hospital day showed 
no valvular vegetations, but a 15 to 25 mm echo-dense mass 
was noted at the base of the anterior mitral valve leaflet 
extending posteriorly along the course of the mitral anulus 
(Fig. 1). 
A subsequent chest X-ray film showed an enlarging car•
diac silhouette. An echocardiogram on the 11th hospital day 
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Figure 1. Apical view two-dimensional echocardiogram on the 
sixth hospital day showing mitral anular abscess (arrowheads). 
AMV = anterior mitral valve leaflet; LA = left atrium; LV = 
left ventricle; PMV = posterior mitral valve leaflet. 
demonstrated that the echo-dense mass now encompassed 
the posterior mitral anulus as well, and a large pericardial 
effusion had appeared (Fig. 2). The patient remained febrile, 
and on the 12th hospital day pericardiocentesis yielded hem•
orrhagic fluid containing 469,000 red cells/mm3 and 4,200 
white cells/mm3 . Gram stain and culture of the fluid were 
Figure 2. Echocardiogram on lith hospital day. A, Parasternal 
long-axis view and B, parasternal short-axis view, showing the 
abscess (arrowheads) in the region of the posterior mitral anulus. 
EFF = pericardial effusion; RV = right ventricle; other abbre•
viations as in Figure 1. 
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negative. Serum bacteriocidal levels were 1: 128 peak and 
1: 8 trough. 
The patient became afebrile on the 15th day, but increas•
ing dyspnea and jugular venous distension were noted. Re•
peat echocardiogram showed that both the pericardial ef•
fusion and anular mass were unchanged, but right atrial 
diastolic collapse was now present. A small subxiphoid 
pericardiectomy was performed, and 1 liter of hemorrhagic 
fluid was removed. The pericardial drain was removed after 
7 days. Five days later there was a single temperature el•
evation to 102°F, and oral rifampin was added to the intra•
venous nafcillin. The patient remained afebrile for the re•
mainder of the hospital course. 
An echocardiogram after 5 weeks of antibiotic therapy 
demonstrated marked resolution of both the pericardial ef•
fusion and the mitral anular density; a mitral valve vege•
tation was now apparent. The patient completed 9 weeks 
of medical therapy at which time an echocardiogram re•
vealed only mitral valve prolapse. Antibiotic therapy was 
discontinued, and the patient was discharged. Echocardio•
grams 1 and 2 weeks later showed virtually complete res•
olution of the anular mass (Fig. 3); an echocardiogram 6 
months later remained normal. 
Discussion 
Echocardiographic features. The echocardiographic 
findings in this case are those found in previously reported 
cases of mitral anular abscess (2,3). In those cases and the 
one presented here, the findings are abnormal echo densities 
in the region of the mitral anulus rather than an echo-free 
space. A recent echocardiographic study of perivalvular ab•
scesses has confirmed that the "typical" echo-free cavity 
is rarely seen even with aortic root abscess (9). In this 
patient, the echo-dense mass was circumferential in the re•
gion of the mitral anulus. Furthermore, it was clearly free 
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Figure 3. Parasternal long-axis view 2 weeks after completion of 
therapy. Ao = aorta; other abbreviations as in Figures I and 2. 
of the mitral valve leaflets and did not show the mobility 
of a valvular vegetation. 
Other clinical features of peri valvular abscess occurred 
in this case, including staphylococcal endocarditis (4,10) 
and the development of pericardial effusion (1). 
Management. Perivalvular abscess complicating infec•
tive endocarditis poses a difficult management dilemma. 
This complication increases mortality and is associated with 
other serious sequelae of endocarditis. specifically atrio•
ventricular block, pericarditis, acute valvular insufficiency 
and coronary emboli (l,4 ,10). However, surgical interven•
tion in the presence of a peri valvular abscess has a high 
mortality and a high incidence of paravalvular regurgitation 
as well as an increased need for repeat valve replacement 
(6,9,11). The strongest indications for surgical intervention 
in patients with endocarditis are significant heart failure due 
to aortic or mitral insufficiency, resistant or fungal infection, 
multiple systemic emboli and septal abscess with conduction 
disturbances (5,6,8,10,12). It is unclear whether perival•
vular abscess is a surgical indication independent of the 
above factors. 
The management of mitral anular abscess is further un•
certain because these abscesses have only recently been 
identified before surgery or postmortem. There are only five 
case reports (2,9) on the echocardiographic findings in pyo•
genic mitral anular abscess. It is also uncertain whether 
peri valvular abscesses respond to medical therapy. There 
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are only two case reports (13) in which the echocardio•
graphic findings of perivalvular abscess were followed by 
medical therapy, one case involving the tricuspid anulus and 
the other the aortic root. Only the tricuspid ring abscess 
showed echocardiographic resolution. 
In the absence of the stronger surgical indications, and 
because mitral endocarditis may have a better prognosis than 
aortic valve endocarditis (6), we chose to maintain this 
patient on antibiotic therapy. Dramatic resolution of the 
echocardiographic findings as well as other clinical features 
ensued. This case represents the first successful medical cure 
of mitral anular abscess documented by echocardiography. 
We thank Ernie Delia and Joyce Parker for their technical expertise. 
References 
I. Arnett EN, Roberts WC Valve ring abscess in active infective en•
docarditis: frequency, location and clues to diagnosis from the study 
of 95 necropsy patients. Am J Cardiol 1976;54: 140-5. 
2 Nakamura K, Suzuki S, Satomi G, Hayashi H, Hirosawa K. Detection 
of mitral ring abscess by two-dimensional echocardiography, Circu•
lation 1982 ;65 :816-9. 
3 Kronzon I. Wmer HE, Cohen ML. Sterile, caseous mitral anular 
abscess. J Am Coli CardlOl 1983;2:186-90. 
4. Utley JR. Mills J. Anular erosion and pencarditis: complications of 
endocarditi, of the aortic root. J Thorac Cardiovasc Surg 1972;64:76-81. 
5. Mildvan D, Goldberg E, Berger M, Altchek MR, Lukban SB. Di•
agnosis and successful management of septal myocardial abscess: a 
complication ofbactenal endocarditis. Am J Med Sci 1977;274:311-6. 
6 Croft CH, Woodward W, Elliott A, Commerford PJ, Barnard CN, 
Beck W. AnalYSIS of surgical versus medical therapy in active com•
plicated native valve infective endocarditis. Am J Cardiol 
1983;51:1650-5. 
7. Clmico-pathological conference: case records of the Massachusetts 
General Hospital. N Engl J Med 1975;292:255-60. 
8 Dmublle MJ. Surgery m active endocarditis. Ann Intern Med 
1982.96:650-9. 
9 Ellis SG, Goldstein 1. Popp RL. DetectIOn of endocarditis-related 
penvalvular abscesses by two-dimensional echocardiography. J Am 
Coll Cardlol 1985:5:647-53. 
10 Richardson JV, Karp RB, Kirklin JW, Dismukes WE. Treatment of 
mfective endocarditis: a IO-year comparative analysis. Circulation 
1978;58:589-97. 
II Weaver JP, Crawford FA, Kratz JM, Sade RM. Valve replacement 
for native valve endocarditis. Am Surg 1984;50:40-2. 
12. Katz D, Cooper JA, Frieden J. Bacterial endocarditis presenting as 
complete heart block with paradoxical (left-to-right) pulmonary em•
boli Am Heart J 1973;85:108-12. 
13. Scanlan JG, Seward lB, Tajik AJ. Valve ring abscess in infective 
endocarditis: visualization with wide angle two dimensional echo•
cardiography. Am J Cardlol 1982;49:1794-800. 
